Hydatid disease is caused by the parasitic infestation of tapeworm Echinococcus, mostly Echinococcus granulosus. It can involve any organ in the body, but the involvement of bone is very rare accounting for 1% of all the cases of human hydatid disease. [1] A 34-year-old male, farmer by occupation, presented with chief complaints of chronic pain and swelling over left hip for 1 year. Pain was gradually increasing in intensity incapacitating him to walk. On examination, the swelling was f irm, tender, with normal looking intact overlying skin. All hematological and biochemical investigations were normal except for mild anemia (hemoglobin -10.8 g/dl) and raised erythrocyte sedimentation rate (34 mm). Based on clinical findings and laboratory investigations, he was diagnosed as osteomyelitis and treated with antibiotics, but there was no response. Hence, X-ray pelvis anteroposterior view was advised which revealed a well-defined lytic lesion involving neck, upper end of shaft and upper part of medullary cavity of the left femur; the lesion had multiple internal septations with thinning and scalloping of cortex and narrow transition zone. An impacted fracture of neck of left femur was seen. X-ray findings suggested bone tumor with pathological fracture [ Figure 1a ]. On computerized tomography, a hypodense well-defined lytic lesion was observed involving neck, metaphysis, and upper part of diaphysis of femur with cortical thinning. Biopsy of the lesion and fracture stabilization with lag screw was done [ Figure 1b ]. Histopathological examination of the bone nibbled from fracture site showed fragments of dead bone, lymphocytes, plasma cells, foreign body giant cells, scanty marrow tissue, and lamellated linear eosinophilic anucleated membranous structures suggesting the possibility of hydatid cyst [ Figure 2b ]. On further investigation, no lesion was detected in any other organ by imaging [ Figure 3 ]. Wide excision of the femur cyst was done with thorough curettage and washing of medullary cavity with hypertonic saline, and then the cavity was filled with chronos bone graft [ Figure 1b ]. Few cystic and flat whitish membranous fragments ranging from 0.5 to 3 cm in size along with bony tissue was received [ Figure 2a ]. On microscopy, few spicules of bone and strips of lamellated eosinophilic avascular ectocyst with scolices at places are seen [ Figure 2c ]. The final diagnosis of hydatid cyst of femur was given.
The early postoperative course was uneventful, and the patient was discharged with the advice of albendazole 400 mg BD orally for 3 months. The patient is on regular follow-up for the last 6 months with relief in pain but restricted mobility.
The most common species responsible for human hydatid disease in an endemic area (cattle raising countries) is E. granulosus. Men act as an accidental dead-end intermediate host and acquire the infection by contact with definitive host (usually domestic dogs) or by feco-oral route. Hydatid disease can involve any organ in the body, but liver (55%-70%), and lung (18%-35%) are the commonest sites affected. [1, 2] Bone involvement is rare accounting for 1% cases. [1] The vertebrae are the most common bone affected (50%), followed by pelvis (25%) and long bones (15%-25%). [3] Osseous hydatidosis presents with pain or pathological fracture following trivial injury. The most common radiological finding of osseous hydatid disease is an osteolytic expansile lesion with thinning and scalloping of the cortex but minimal periosteal reaction. Hydatid disease is usually difficult to distinguish from tubercular osteomyelitis, chronic osteomyelitis, aneurysmal bone cyst, giant cell tumor, solitary cyst, and other bone tumors due to the lack of characteristic clinical or radiological appearance. [1, 4] Microscopically, cyst wall has three layers. The innermost layer is the germinal layer which gives rise to brood capsules. Scolices develop within the brood capsule and detach to form daughter cysts. The second layer is ectocyst which is an avascular lamellated eosinophilic refractile membranous structure. The third layer is pericyst which is host-derived and consists of dense fibrovascular tissue with inflammatory cells. [5] Treatment and prognosis of osseous hydatidosis are same as locally malignant lesion. It is treated by wide resection of the cyst followed by bone curettage and washing with hypertonic saline or povidone iodine solution. The dead space is filled with either bone graft or bone cement. Albendazole or mebendazole are used as adjuvant medical therapy. Sometimes, it is used as an isolated therapy when surgical treatment is not possible because of extensive involvement. Albendazole, a scolicidal agent, controls the disease locally, prevents recurrence, and avoids systemic spread. Long-term treatment is recommended as hydatid disease of bone has high recurrence rate. [6] The limitation of our study is the short follow-up period to decide on the prognosis.
To conclude, the occurrence of hydatid disease at an unusual site like bone is very rare. The diagnosis is difficult as it is easily misdiagnosed because of nonspecific clinical and radiological presentation. The purpose of reporting this case is to emphasize that hydatid cyst should always be kept in the differential diagnosis of osteolytic lesions of bone in patients from endemic areas.
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